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ABSTRACT
IMPLEMENTING FACULTY DEVELOPMENT MODULES TO INCREASE READINESS
FOR ADDRESSING SOCIAL DETERMINANTS OF HEALTH, IMPLICIT BIAS, AND
EQUITY IN COURSE CONTENT
By
Claudia Ngafeeson
Implicit bias is viewed as an unconscious and involuntary attitude that lies below the
surface of consciousness but can influence behavior, and cognitive processes (Maina et al.,
2018). Social determinants of health are considered to be the conditions in which people are
born, grow, live, work, and age; these circumstances are usually shaped by the distribution of
money, power, and resources at global, national, and local levels, which in turns determines the
distribution of the value of medical care. Existing literature on implicit bias has been fragmented
in different fields such as; cognitive psychology, business ethics, and higher education, but
underexplored in health professions education (Joseph et al., 2018). Despite increasing attention
to implicit bias recognition and management in health professions education, many programs
struggle to meaningfully integrate these topics into curricula (Sukhera & Watling, 2018). The
aim of this project is multifaceted. First; define social determinants of health and implicit bias
and its impact on preparing teaching materials, allowing participants the ability to teach and
demonstrate equitable and inclusive care to diverse populations. Secondly, to improve awareness
among participants about the value of using preferred language and content when discussing
social determinants of health. Lastly; provide participants with tools to identify and address
implicit bias in content so participants can increase readiness for addressing social determinants
of health when working with colleagues, students, and patients.

i

Copyright by
CLAUDIA NGAFEESON
JULY 27, 2022

ii

DEDICATION
This Doctor of Nursing Practice Scholarly Project is dedicated to my husband, Madison
Ngafeeson, who has been my greatest cheerleader throughout my academic career. Thank you
for taking up the dream of my late father concerning my education. I also dedicate this work to
my children: Triumph, Lamb, and Madison Jr., for their love and support, and to my mom who
has not ceased to pray for me every day. Last but not least, to God Almighty: my faith has been
my source of strength and motivation.

iii

ACKNOWLEDGMENTS
A special thank you goes to my chair Dr. Sarah Jennings, her labor and outstanding support to
this work have been priceless. I also want to thank Dr. Jamie Crabb and Dr. Melissa Copenhaver
for accepting to be part of this project and sacrificing their time to read through it and give their
feedback. To the faculty members and students from Rush University and Kansas State
University whose ideas towards this project were very helpful. Last, but not least I want to thank
Dr. Robinia, as the Dean of the Nursing Program who saw the necessity and importance of this
project for the Northern Michigan University School of Nursing.

iv

TABLE OF CONTENTS
List of Tables……………………………………………………………………………...vi
List of Figures……………………………………………………………………………vii
List of Abbreviations……………………………………………………………………viii
Chapter One……………………………………………………………………………….1
Chapter Two………………………………………………………………………………6
Chapter Three…………………………………………………………………………….18
Chapter Four ………………………………………………………………………….….30
References………………………………………………………………………………...44
Appendix A: Rush 118/NHSR Approval Form……………………………………...…...48
Appendix B: Updated Faculty Survey……………………….…………………………...52
Appendix C: Upstate Bias Checklist ………………………………………………….…59
Appendix D: APA Style Bias-free Language Guideline…………………………………64

v

LIST OF TABLES
Table 1: Age of Participants in Years…………………………………………………………33
Table 2: Demographic Data…………………………………………………………………...35

vi

LIST OF FIGURES
Figure 1: Theory of Planned Behavior……………………………………….…………….…14
Figure 2: Pre and Post Comfort Level Scores………………………………………………...36
Figure 3: Pre and Post Confidence Level Scores…………………...………………………...37

vii

LIST OF ABBREVIATIONS
AACN

American Association of Colleges of Nursing

CEU

Continuing Education Unit

DEI

Diversity, Equity and Inclusion

DHHS

Department of Health and Human Services

IBRM

Implicit Bias Recognition and Management

IRB

Retrospective institutional review board

KU

University of Kansas

NIMHD

Minority Health and Health Disparities

NLN

National League on Nursing

NMU

Northern Michigan University

ODPH

Office of Disease Prevention and Health Promotion

Rush

Rush University College of Nursing

SDOH

Social determinants of health

TPB

Theory of Planned Behavior

TRA

Theory of Reasoned Action

viii

Chapter One
Introduction
In 2015, the National Institutes on Minority Health and Health Disparities (NIMHD)
engaged in a two-year science visioning process for health disparities and organized a series of
workshops aimed at identifying promising research directions with a central theme on the
importance of social determinants of health (SDOH) and their relationship to health disparities
(Palmer et al., 2019). Hill-Briggs et al. (2021) define SDOH as the conditions in which people
are born, grow, live, work, and age. These circumstances are shaped by the local, national and
global distribution of money, power, and resources. SDOH impacts the economic, political,
social, and physical structures and their access to health services. The status of an individual
should not influence the level of care they receive as healthcare should be equally dispersed for
all human beings. The issue of health disparities occurs in all communities based upon an
individual’s social, economic, and/or physical location. Health disparities adversely affect groups
of people who are concurrently experiencing bias based on their race, ethnicity, religion,
socioeconomic status, sex, age, mental health, cognitive, sensory, or physical disability, sexual
orientation or gender identity, geographic location, or other characteristics historically linked to
discrimination or exclusion (Hill-Briggs et al., 2021).
Implicit bias is an ingrained, unconscious cultural stereotype that can negatively affect a
person’s interactions with members of stigmatized groups, including sexual and gender
minorities (McDowell et al., 2020). It is also defined as an unconscious and involuntary attitude
that lies below the surface of consciousness but can influence behavior and cognitive processes
(Maina et al., 2018). Bias is often directed towards individuals of minority ethnic populations,
immigrants, the impoverished, individuals with low health literacy, individuals of sexual
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minorities, children, women, the elderly, individuals with mental illness, individuals who are
overweight, and individuals with a disability (Craig et al., 2020). Such biases, when brought into
the clinical encounter, can contribute to health disparities and healthcare inequality which should
be discouraged. Health equity demands that everyone be equally valued and provided a fair
opportunity to attain full health potential without discrimination or bias.
Current interventions include instruction on the existence of bias and its harmful role in
perpetuating health disparities, as well as skills training for the management of bias (Joseph et
al., 2021). These interventions are designed to raise awareness of provider bias and engage
healthcare providers in establishing egalitarian goals for care delivery, but these changes are yet
to be seen and sustained in clinical or learning environments (Vela et al., 2022). This only goes
to emphasize the need to keep creating awareness in this area till there is a change.
Background and Significance
Although explicit bias has declined in the United States over time, implicit bias has
remained implacable. Unfortunately, marginalized groups of people, including racial and ethnic
minority populations, disabled populations, and gender and sexual minorities, have experienced
both negative explicit and implicit biases against them from healthcare providers (Vela et al.,
2022). The infiltration of implicit bias in the healthcare system has affected the patients via
patient-clinician communication, clinical decision-making, and institutional practices. Higher
education systems, including medical schools and academic hospitals, are no exceptions to this
negative impact (Vela et al., 2022).
Existing literature on implicit bias is fragmented across many different fields, such as
cognitive psychology, business ethics, and higher education (Sukhera & Watling, 2018).
Implicit-bias-informed educational interventions have been underexplored in health professions
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education, making evaluating their effectiveness challenging (Sukhera & Watling, 2018).
Despite increasing attention to implicit bias recognition and management in health professions
education, many programs struggle to meaningfully integrate these topics into curricula because
of difficulty recruiting faculty champions, perceived lack of relevance, and pressure to
incorporate the idea into curricula (Sukhera & Watling, 2018). Due to these challenges, implicit
bias recognition and management are handled mainly by brief workshops and minimal
implementation (Sukhera & Watling, 2018).
According to research, negative implicit bias leads to poorer quality of care, inadequate
clinician-patient communication, and ultimately to healthcare disparities and inequities in
clinical settings (Motzkus et al., 2019). Educating healthcare providers to recognize and address
implicit biases personally along with ensuring course content addresses bias awareness can
impact patient outcomes (Sabin et al., 2022). The American Association of Colleges of Nursing
(AACN, 2021) has outlined competencies for nursing education including the need to address
bias and barriers that impact socially determined health factors, health inequality, and the
resulting population health outcomes.
The prevalence of implicit bias curricula suggests great interest in the topic, yet there are
still challenges in creating effective bias awareness within academia (Sukhera & Watling, 2018).
There are existing approaches to foster implicit bias recognition and management, such as
addressing perceived bias in the learning environment; but, they often fall short of skill
development and practice (Gonzalez, Lypson & Sukhera, 2021). This only frustrates the learners
who are faced with knowledge of a problem but are unable to adequately address the issue.
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Statement of Purpose
The aim of this scholarly project is multifaceted. First, to define social determinants of
health and implicit bias and its impact on preparing teaching materials, allowing participants to
teach and demonstrate equitable and inclusive care to diverse populations. Secondly, improve
awareness among participants about the value of using preferred language and content when
discussing social determinants of health. Lastly; provide participants with tools to identify and
address implicit bias in course content so participants can increase readiness for addressing
social determinants of health when working with colleagues, students, and patients.
Methodology
This project used a mixed-method research design with a pre-and post-intervention
survey, an educational event to raise awareness, and quantitative and qualitative data was
collected for analysis. This project was completed at a Midwestern university in the school of
nursing. A pre-intervention survey was conducted and data collected. Followed by an
educational event designed as a faculty development event. Upon completion of the educational
intervention, faculty were asked to complete a post-intervention survey and data was collected.
The data was analyzed using a t-test to determine whether or not the educational intervention
impacted faculty’s comfort and confidence in addressing bias and inequity in course content. It is
hypothesized that the true mean of the differences in aggregate comfort and confidence scores
before and after implementation of the faculty development modules will be greater than zero
(0).
Theoretical Framework
This DNP project was guided by the Theory of Reasoned Action (TRA), initially
developed in the late 1960s by the social psychologists; Icek Ajzen and Martin Fishbein. The
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TRA was later modified into the Theory of Planned Behavior (TPB) in 1985. The Theory of
Planned Behavior introduces control beliefs, and perceived power which leads to perceived
control, then intention to perform the behavior, after which then the behavior occurs. This theory
explains the relationships among beliefs, attitudes, intentions, and behavior; it assumes that
people are rational and make decisions based on their information. This explains the fact that
man’s belief system is influenced by the information they receive, which further influences their
attitude, intention to act and finally become their behavior (McEwen & Wills, 2019). The TPB
aligns with the objectives of this project which is to provide, inform, or create awareness on
implicit bias and social determinants of health and their impact on healthcare among healthcare
professionals. The intent is to see that awareness of implicit biases and SDOH will influence
their belief system, attitude when addressing these issues, intentionally address them and will
bring about a change in their teaching method.
In conclusion, creating awareness about implicit biases and SDOH in healthcare is an
important topic that needs attention. This chapter addressed its background and significancet
within the educational sector and healthcare system. It also provided the purpose of this paper,
the method that will be used to carry out the project, and lastly the theoretical framework that
aligns with human behavior towards change.
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Chapter 2
Literature Review
The field of public health has experienced a major shift in the past decades that have
impacted the understanding and appreciation of the role of social determinants across a broad
range of health outcomes (Stobierski, 2021). The U.S. Department of Health and Human
Services (DHHS) defines social determinants of health are the conditions in the environments
where people are born, live, learn, work, play, worship, and age that affect a wide range of
health, functioning, and quality-of-life outcomes and risks (Social Determinants of Health Healthy People 2030 | Health.Gov, n.d.). According to the Office of Disease Prevention and
Health Promotion (ODPH), health starts in our homes, schools, workplaces, neighborhoods, and
communities in relation to the conditions in which we live; which explains why some Americans
are healthier than others and yet not health as they should be (Stobierski, 2021). Social
determinants of health (SDOH) are grouped into five (5) categories: neighborhood, health and
healthcare, social and community context, education, and economic stability. All these SDOH
have a significant influence on people’s health, well-being, and quality of life.
a) Social and Community Context: This aspect refers to factors related to an individual’s
community and social support systems, such as their relationships at home or within their family
setting, work, school, and the community at large (Stobierski, 2021). Social and community
contest incorporates whether or not they have faced discrimination and the degree of social
cohesion in their communities. The environment in which people grow and work impacts how
they view their health, the outcome of their health, and how they receive an education.
b) Education: This category refers to educational resources such as access to education,
textbook content, course materials, communication of information by teachers, and academic
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outcomes, including language skills and literacy (Stobierski, 2021). According to Healthy People
2030, people with higher levels of education are more likely to be healthier and live longer.
Therefore, they recommend providing high-quality educational opportunities for children and
adolescents and assistance programs to help children succeed in school (Social Determinants of
Health - Healthy People 2030 | Health.Gov, n.d.).
c) Health and healthcare: This context are related to an individual’s health, which
includes their level of health literacy, access to primary care and specialists, and access to
healthcare in general (Stobierski, 2021). About one (1) in ten (10) people in the United States
don’t have health insurance, and these people are less likely to have a primary care provider and
are unable to afford health care services and medications (Healthy People 2030 | Health.Gov,
n.d.). Helping people get timely and proper healthcare will be a priority.
d) Neighborhood: refers to an actual location in which an individual lives and includes
factors such as crime and violence rates, the quality of housing and infrastructure, access to
ample and nutritious foods, and various other environmental considerations (Stobierski, 2021).
People from racial/ethnic minority communities are more likely to live in such neighborhoods,
which thus dramatically impacts their health. According to new research Healthy People 2030
focuses on improving health and safety in places where people live, work, learn and play (Social
Determinants of Health - Healthy People 2030 | Health.Gov, n.d.).
e) Economic Stability: this pertains to the various economic factors that may impact
health outcomes, such as; employment rates, poverty levels, food insecurity, and housing
instability (Stobierski, 2021). Research shows that one (1) in ten (10) people live in poverty in
the United States, and many can’t afford things like healthy foods, health care, and housing
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(Social Determinants of Health Healthy People 2030 | Health.Gov, n.d.). Focusing on helping
more people achieve economic stability will impact their health outcomes.
Understanding the different social determinants of health does not automatically solve the
health concerns plaguing our communities. Providing comprehensive holistic care for all is the
primary goal for all healthcare institutions and organizations without any disparities or
inconsistencies. Byrne and Tanesini (2015) state that “there appears to be a fundamental
inconsistency between research which shows that some minority groups consistently receive
lower-quality healthcare and literature indicating that healthcare workers appear to hold equality
as a core personal value” (p. 1255). In addition, recent studies have revealed that unconscious
social biases are one of the causes of persistent disparities in healthcare (Byrne and Tanesini,
2015, Blair et al., 2011, Hall et al., 2015).
Research on Implicit Bias Awareness among Healthcare Educators
Despite the emerging research that has been done on implicit bias among
physicians and medical students, there has been little done on interventions to address implicit
bias in nursing (Gatewood et al., 2019). Joseph et al. (2021) discussed that implicit racial bias is
a persistent and pervasive challenge within healthcare education and training settings. A recent
systematic review reported 84% of included studies (31 out of 37), showed slight to strong prowhite or light skin tone bias amongst healthcare students and professionals. Additionally,
student biases remain consistent and may increase during healthcare education (Joseph et al.,
2021). The U.S. Unequal Treatment report commissioned by the Institute of Medicine
highlighted bias, stereotypes, prejudice, and uncertainty as key factors contributing to persistent
racial and ethnic health disparities and recommended healthcare providers receive cross-cultural
education (Joseph et al., 2021). “In its 2003 report, Unequal Treatment, the Institute of Medicine

8

concluded that unrecognized bias against members of a social group, such as racial or ethnic
minorities, may affect communication or the care offered to those individuals''(Blair et al., 2011,
p.71) There is a need to identify, discuss and critically reflect on how implicit bias influences the
education provided to healthcare students, more precisely nursing students, and how they also
receive it, which further impacts the quality of care offered to patients. There has been increasing
attention to implicit bias recognition and management in health professions education, yet many
programs still struggle to meaningfully integrate these topics into curricula (Sukhera & Watling,
2018).
Van Ryn et al. (2015) conducted a study with 3547 students from a sample of 49 U.S.
medical schools, examining the association between change in student implicit racial bias
towards African Americans and reports on their experiences with formal curricula related to
disparities in health and health care, cultural competence, and/or minority health; informal
curricula including racial climate and role model behavior. The results of this study indicated
that while formal and informal curricula are essential to address implicit bias attitudes within
medical schools, a sole focus on improving curricula will be insufficient for addressing medical
school contributors to graduating students' implicit racial bias. To bring about change in a biased
healthcare culture, the foundation will have to be reconstructed starting at the curriculum level
and then expand. Those faculty that will be teaching this unbiased curriculum will also need to
model the expected behaviors. The American Association of Colleges of Nursing’s (AACN)
position statement on diversity, inclusion, and equity in academic nursing emphasized the
importance of learning from diverse backgrounds when preparing nurses to address pervasive
inequities in healthcare and enhancing civic readiness and engagement potential for nursing
students (Gatewood et al., 2019). Also, the National League on Nursing (NLN) has diversity as
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one of its core values; they created a diversity and inclusion toolkit for recruitment and retention
of minority students, diversification of nurse educators, and enhancement of classroom and
clinical learning to provide students with the opportunity to work in a diverse population
(Gatewood et al., 2019). In 2015, the National Organization of Nurse Practitioners Faculties
committed to addressing diversity issues across the spectrum of nurse practitioner education. We
can see that the nursing organizations are taking steps towards addressing diversity and
inclusion, which directly and indirectly influences implicit bias.
In research from Joseph et al. (2019), formal, informal, and hidden curricula remain
significant sources of implicit bias in healthcare education settings. Within the traditional
curriculum, the use of language when discussing or referring to race in lecture materials, exams,
and group discussions has been emphasized. For example, having just male and female as the
only genders, associating certain conditions to people of a particular decent. The research from
Joseph et al. (2019) could be applied to address the different genders, religious backgrounds, and
ethnic groups that are present in society. Removing biased content from coursework may
influence health outcomes by preparing healthcare students to evaluate and manage patient
interactions free from bias.
Impact of implicit bias on health outcomes
The influx of immigrants and minorities in the United States and expanding globalization
have only increased the need for diversity at all levels, most notably in healthcare (Stamps,
2021). Yet, implicit bias can be a significant obstruction to achieving the goals of diversity
outcomes in academic or clinical nursing. Nursing faculty need to see the possibilities of
working with a diverse group of students to implement diverse strategies for the future of
healthcare.
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In the past two decades, hundreds of studies have documented widespread racial
inequalities in medical care, and disparities in health and health care relative to the White and
Black populations, also including other racial and ethnic groups in the U.S. (Van Ryn et
al.,2015). One of the major contributing factors to unequal care for individuals of African
American descent is the provider behavior and decision-making, which is associated with
implicit racial bias (Hall et al., 2015). Also, implicit racial bias predicts nonverbal behavior such
as eye contact and posture which has been shown to influence the quality of physicians’
interpersonal communication with individuals of African American descent and, in turn,
patients’ trust and perceptions of their physicians (Van Ryan et al., 2015).
Implicit bias exists not only within the educational sector but also within the clinical
setting and the outcomes are generally adverse. When nurses and other healthcare providers
exhibit implicit bias, it affects people of racial, ethnic, or religious minorities and other groups
that face discrimination due to their sexual orientation, gender identification, disability, or
stigmatized diagnosis (Narayan, 2019). Dealing with implicit bias among healthcare providers
carries a greater need for change because this does impact not only one’s mindset but also affects
the health outcomes of the patients they care for.
Implicit bias and communication
In the 1800s, Sigmund Freud promoted that the unconscious mind is made up of our
attitudes and feelings which we are unaware of, yet it can impact our behavior (Narayan, 2019).
This unconscious attitude usually manifests itself in unintentional discrimination, called implicit
bias. Implicit bias is also viewed as associations outside conscious awareness that lead to a
negative evaluation of persons based on irrelevant characteristics such as race or gender
(FitzGerald and Hurst, 2017).
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Implicit bias within the healthcare profession operates to the disadvantaged of those who
are already vulnerable, such as minority ethnic populations, immigrants, the impoverished,
individuals with low health literacy, individuals of sexual minorities, children, women, the
elderly, individuals who suffer from mental illness, individuals who are overweight, and
individuals who have a disability (FitzGerald and Hurst, 2017). The healthcare industry is one
where no discrimination should exist because healthcare is a necessity for everyone. Yet, there is
a discrepancy between research that shows that some minority groups consistently receive lowquality healthcare and yet there is literature that indicates healthcare workers hold equality as a
core personal value (Bryne & Tanesini, 2015). Zescott et al. (2016) reported that a national
survey by the Commonwealth Fund found that when compared to those who are of White
descent, those of Hispanic descent and African American descent were nearly twice as likely to
report problems communicating with their providers, and 14 times more likely to believe that
they would receive better health care if they were of different ethnicity.
In the last ten (10) years, there have been studies on the influence of implicit bias on
healthcare providers’ behavior, patient attitudes, and clinical outcomes with evidence revealing
an impact on interpersonal interaction and the patient’s perception of their encounter with the
healthcare provider (Gatewood et al., 2019). According to Narayan (2019), research focused on
implicit bias in physicians or health care teams found that providers’ bias influences their
relationship with patients, the care provided, and the patient’s health outcomes.
Three (3) converging lines of evidence make it difficult to dismiss provider bias as
playing some role in creating or maintaining health disparities (Zestcott, Blair & Stone, 2016).
Primarily, even though social determinants such as economic, educational, and access
differences are been addressed, the ethnic/racial differences in care are still an issue. This
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suggests that there is still work to be done in addressing bias in healthcare. Secondly, careful
examinations of providers’ perceptions of actual patients showed that individuals of African
American descent were perceived in more negative terms than individuals of Caucasian descent.
Lastly, a controlled experiment found that providers’ perceptions and treatment
recommendations for hypothetical patients of Black descent differed significantly from those
made for hypothetical patients of White descent having the same symptoms. There is a consistent
finding that ethnic/racial minorities report greater dissatisfaction with their healthcare providers,
especially when the providers are not of the same ethnicity (Zestcott, Blair & Stone, 2016).
Theoretical Framework
The Theory of Planned Behavior will be used for this project. The theory was initially
developed in the late 1960s by social psychologists: Icek Ajzen and Martin Fishbein. It was
initially called the Theory of Reasoned Action, but after later modifications, was renamed the
theory of planned behavior (TPB) in 1985. This theory explains the relationships among beliefs,
attitudes, intentions, and behavior. It assumes that people are rational and make decisions based
on their information (McEwen & Wills, 2019). The theory was meant to explain that people have
the ability to control their behavior, which could be changed if they are exposed to factors that
could change their mindset on a particular subject. According to the TPB, the primary
determinant of a person’s behavior is their intentions, which is the cognitive representation of the
individual’s readiness to perform a behavior (McEwen & Wills, 2019). The TPB aligns with the
objectives of this project bringing awareness among nursing faculty on social determinants of
health and implicit bias in their course content to create educational content free of bias. The
theory is anchored on four key variables: attitude, subjective norm, perceived behavioral control,
and behavioral intention.
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Figure 1 Theory of Planned Behavior (Hrisos et al., 2009)

1.

Attitude toward the behavior
This category refers to an individual’s positive or negative evaluation of performing a

behavior which is dependent on the consequences of performing the behavior. Furthermore,
attitudes can be viewed as a combination of feelings, beliefs, intentions, and perceptions. This
concept can be likened to the beliefs, intentions, or perception of SDOH and bias in course
content by nursing faculty. The faculty may become aware of the negative effect of bias in the
respective course content and potentially it may impact health outcomes in the healthcare setting.
Faculty therefore should strive to create course content free of bias. According to McEwen and
Mills (2019), a person’s attitude towards a behavior can be predicted by multiplying the
evaluation of each behavior’s consequence by the strength of their belief.
2.

Subjective Norms
This category is viewed as a social pressure upon a person to make the choice to perform

or not to perform a behavior. An individual may consider the thoughts of essential people in their
14

life, such as parents, friends, and colleagues, and what one’s wishes would influence their
behavior. Meaning, one’s belief about the opinion of others and the influence of the thoughts of
others upon an individual’s behavior. Nursing faculty will want to implement inclusive course
content that adapts to society’s needs. For example, we live in a diverse community of race,
gender, and religion and there has been a call for inclusiveness at all levels. Nursing faculty need
to educate themselves on the awareness of SDOH and implicit bias necessary to provide a
learning environment of equality for everyone.
3. Perceived behavioral control
This category refers to the perceived power of factors that may facilitate or impede the
behavior. Perceived behavioral control may vary across situations and actions, which results in a
person having varying perceptions of behavioral control depending on the situation in which they
find themselves. How strong individuals attempt to engage in the behavior and how much
control they have over the behavior (behavioral control) are influential in whether they engage in
the behavior (Brooks, 2021).
4. Behavioral Intention
According to the TPB, specific behaviors can be predicted by the strength of an
individual's intention to carry out the behavior (Hrisos et al., 2009). Intentions are thus the
precursors of behavior. The more robust the intention, the more likely the behavior will occur.
This study focused on the faculty’s intention to increase knowledge and gain confidence to
address bias and equity in course content. This knowledge and confidence would further allow
them to present course content free of bias.
In general, the intention is, in turn, influenced by the individual's attitude towards the
behavior, their perceptions of social pressure to perform the behavior (subjective norm), and the
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extent to which they feel able to complete the behavior (perceived behavioral control). This
construct shows us that when a faculty can see the impact of addressing bias in course content,
combined with influence from others, knowing that this is a choice and not forced upon them, it
will further influence their behavior.
Conclusion
The prevalence of implicit bias curricula suggests interest in the topic. Despite the
proliferation of Implicit Bias Recognition and Management (IBRM), implementation still has
many challenges (Gonzalez et al., 2021). Despite the amount of research done related to implicit
bias among physicians and medical students, there has been minimal research on its effect to
address implicit bias in nursing (Gatewood et al., 2019), which further impacts health outcomes.
The health profession and limited knowledge within healthcare education need attention
(Gatewood et al., 2019; Joseph et al., 2021). While there is excellent support for quality
education and its effects on the SDOH, no experimental data exist related to the impact of biasfree language in creating an inclusive environment within the university setting. Guidance and
suggestions developed by universities and national organizations based on expert opinion and
reviews of literature promote the proper terminology. However, evidence of the effectiveness of
using bias-free language or best practices for implementation is not available (American
Psychological Association, n.d.; Anti-Defamation League, n.d.; Caruso Brown, 2019; Michigan
State University, n.d.; University of New Hampshire, n.d.).
The project aims to define bias and its impact on preparing teaching materials, allowing
participants to teach and demonstrate equitable and inclusive care to diverse populations.
Secondly, improve awareness among participants about the value of using preferred language
and content when discussing SDOH. Lastly, provide participants with and practice using tools to
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identify implicit bias in educational content so participants can increase readiness for addressing
SDOH when working with colleagues, students, and patients.
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Chapter 3
Methodology
Introduction
There has been increasing attention to implicit bias recognition and management in health
professions education, yet many programs still struggle to meaningfully integrate these topics
into curricula (Sukhera & Watling, 2018). The primary goal of this project is to determine
whether faculty education and training on addressing bias and equity in course content improve
confidence in handling the subject matter. The ultimate goal is to use this work to guide a future
intervention involving nursing faculty and reduce the amount of bias and inequity in the courses
in the Colleges of Nursing. This work is intended to educate all future health professionals in an
unbiased manner, preparing students to provide unbiased care to a diverse population. This
chapter will address the purpose of this project, sample information and subjects, the study
design, institutional review board approval process, data collection process, and data analysis.
Sample and Setting
A convenience sample was used to complete this DNP scholarly project. A minimum
sample size of ten (10) was required by the program. A non-probability, convenience sampling
technique with inclusion and exclusion criteria was used to recruit participants. Inclusion criteria
for this DNP scholarly project include nursing faculty from a Midwestern university who teach
nursing students who attended a faculty development event organized by the school of nursing.
The exclusion criteria for this DNP scholarly project were limited to nursing faculty at the
midwestern university who are not involved in teaching content to students. Participants were not
excluded based on age, gender, race/ethnicity, or sexual identity. The convenience sampling was
drawn from a Midwestern university that offers undergraduate and graduate nursing programs

18

leading to bachelor’s degrees, master’s degrees, and doctoral degrees. The convenience sample
was composed of 15 nursing faculty members of the 26 total in the Midwestern school of
nursing. 58% of the nursing faculty at the Midwestern university participated in this DNP
scholarly project.
IRB Approval Process and Human Subjects Protections
This DNP scholarly project was done as a collaborative project with two Midwestern
universities. The IRB approval (RU118, classified as a quality improvement project, IRB review
exempt) for this DNP project occurred at one of the Midwestern universities while the second
university offered an exception to IRB review to complete the research. The Midwestern
university that approved this DNP scholarly project was used for securing the pre-and postintervention survey data and the survey tool, known as the REDcap system, to maintain the
confidentiality of the records will be maintained for 7 years after the study.
The Retrospective institutional review board (IRB) approval was submitted to the collaborating
university in March 2022. Because the project in question does not constitute research or human
subjects research (see Appendix A), it was approved as a quality improvement project on March
23, 2022.
Design, Procedures, and Measures
This quality improvement project was carried out using a pre-and post-intervention
survey design. A pretest-posttest design is an experiment where measurements are taken both
before and after an intervention. The design is able to reveal the effects of the intervention
carried out by examining the differences between the results of the pre and post-test. In the case
of our project, a presurvey was sent out to participants and a post-survey after they had received
an educational intervention.
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The research design for this project is a mixed-method research design. Mixed methods
research is the type of research in which a researcher or team of researchers combines elements
of qualitative and quantitative research approaches (Schoonenboom & Johnson, 2017). This
includes the use of qualitative and quantitative viewpoints, data collection, analysis, and
inference techniques for the broad purposes of breadth and depth of understanding and
corroboration.
The Upstate Bias Checklist was used as the survey for collecting the data. It was designed
by Dr. Amy Caruso Brown and she holds the copyright to this tool. It is a valid and reliable tool.
It is a free, publicly available tool that anyone can use when developing or reviewing content for
learners at any level in the health profession. The checklist was created from a review of
literature, synthesized with three years of student evaluation data from SUNY Upstate, and is
regularly revised to include new material. The current checklist includes 14 domains identified as
being at risk for bias or promotion of shame, stereotype, or stigma. The 14 domains include; race
and Ethnicity, Gender, Sexual Orientation and Sexuality, Disability, Mental Health Including
Substance Use, Weight, Immigration Status, Poverty, Religion, Prisoners, and Interprofessional
Communication; and two types of content which are especially prone to bias: visual images and
clinical vignettes.
Bias-free content in nursing education is crucial, ensuring students are equipped to
provide equal care to patients from diverse backgrounds. The process of assessing content
promotes the dismantling of systemic bias by discussing social determinants of health in ways
that promote care without any form of bias.
In order to educate a practitioner that is able to address and explore issues related to
inequality and bias, biased content in healthcare education must be addressed. In general, there is
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a gap in knowledge related to understanding the confidence and comfort level of faculty related
to addressing bias in curricular content, in conversations with peers, and in the delivery of course
material to students. Additionally, little is known about how prepared faculty are to evaluate
biased content in their own courses and adjust this content to reflect the diversity, equity, and
inclusion goals.
The new AACN Nursing Essentials include diversity, equity, and inclusion requirements
for nursing schools, and the fact that the Dean of Nursing had expressed the need for a DEI
opportunity for learning for the school of nursing provided us with the opportunity to present this
project to the stakeholders. The stakeholders included the department head, members of the DEI
committee in the SON, and the president of Sigma Theta Tau. A meeting was held on January
31, 2022, to present the objectives of my project. The purpose of this meeting was to get their
feedback and suggestions to guide the development and implementation of the DEI module.
After this meeting, it was agreed we could utilize one of the nursing professional development
meetings to have an event on evaluating nursing coursework for biased content. It was suggested
during the meeting to have Dr. Amy Caruso Brown, the designer of the Upstate Bias Checklist,
Interim Chair of the Center for Bioethics and Humanities, and Associate Professor at the Center
for Bioethics and Humanities and Department of Pediatrics in the Division of Pediatric
Hematology/Oncology at SUNY Upstate Medical University do a presentation on this topic as
well during the faculty development event.
Several meetings between January and March 2022 in collaboration with the other two
universities implementing the project. During these meetings, we discussed and worked on the
Faculty Survey around readiness for identifying biased content in coursework, which was
developed by KU medical faculty through the collaboration with Dr. Amy Caruso Brown. We
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edited the survey to fit the needs of our projects (See updated survey in Appendix B). In
collaboration with the two other universities, it was determined that a 4-module faculty
development event would be an appropriate intervention, and the survey was developed to
complete a pre-posttest evaluation for effectiveness in increasing comfort and confidence in
addressing biased content in coursework. The team decided that each university would be
responsible for implementing the modules individually, with the opportunity to compare results
following implementation and collection of data.
Step 1
In conjunction with the stakeholders in the SON, a date and time were set for the faculty
development event, and funding was secured from the SON department head for Dr. Amy
Caruso Brown’s honorarium. Then an email was sent to all nursing faculty who met the inclusion
criteria requesting their participation in a faculty development event on April 8, 2022. Fifteen
faculty signed up to attend either in-person or virtually. On March 28, all faculty who signed up
for the event were sent a faculty pre-survey through REDcap which aimed to gather data on the
perceptions of confidence and comfort levels addressing bias and inequity in course content via
an email. Additional qualitative questions included faculty perceptions of bias and inequity
content in healthcare education as well as their desire to receive additional information/training
on these topics. All faculty were asked to complete the survey before the professional
development event.
Step 2: A faculty development event to introduce the following modules:
Module 1: A presentation on implicit bias in healthcare education and an introduction to
the Upstate Bias Checklist was given by Dr. Amy Caruso Brown; Dr. Caruso Brown is
the designer of the Upstate Bias Checklist, Interim Chair of the Center for Bioethics and
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Humanities, and Associate Professor at the Center for Bioethics and Humanities and
Department of Pediatrics in the Division of Pediatric Hematology/Oncology at SUNY
Upstate Medical University.
Module 2: A presentation by the student researcher was carried out on terminology
related to social determinants of health and bias, and highlighted current research on
patient populations impacted by bias in healthcare.
Module 3: An interactive evaluation of a case study presented by the student researcher
on biased content by applying the Upstate Bias Checklist was carried out by the
participants. This led to a discussion on the biased content found in the case study.
Module 4: An independent evaluation of the faculty’s own coursework for biased content
by applying the Upstate Bias Checklist, with a subsequent discussion of findings was also
done. Participants did bring some type of educational/presentation content such as a
PowerPoint, exams, or case study to be evaluated during the event. Each participant
carried out their evaluation individually without scrutiny and could share voluntarily.
Step 3: Participants that completed the presurvey and attended the faculty development event
were then asked to complete a post-survey. The post-survey of 14 out of 15 participants were
received on April 28, 2022.
It was also communicated that participating nursing faculty will be awarded 2 Continuing
Education Units (CEU) certificates for attendance, which will apply to the LARA requirement
for health professionals to complete implicit bias training to maintain licensure in Michigan. To
receive CEUs for participating in this event, a pre-and post-assessment must be completed
according to MI rule (R. 338.7004) which states that “Training must include […] the
administration of pre-and post-test implicit bias assessments”. Individuals that participated in
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the pre-survey, the faculty development event, and then completed the post-survey were awarded
2 CEUs.
The main purpose of this educational intervention was to increase the comfort and
confidence of faculty around addressing social determinants of health and identifying biased
content in coursework. Secondly, to bring about an awareness of implicit bias and social
determinants of health among students in healthcare and demonstrate how it influences; clinical
decisions and patient outcomes. Thirdly, to consider strategies in which teachers and learners can
provide care for patients from the diverse socio-cultural population. Strategies to eliminate bias
and discrimination in healthcare range from antibias training to changing institutional policies
and practices. The J. Macy, Jr Foundation supports methods to address bias in clinical and
classroom environments to prepare students to care for patients and work in teams with
colleagues who are different from them (Humphrey et al., 2020). Educating healthcare providers
to recognize and address their own implicit biases has the potential to improve bias awareness
resulting in better patient outcomes (Sabin et al., 2022).
Overall, the faculty development event was successful and the presentation was wellreceived. The faculty expressed through their evaluation that the content was relevant and
increased their awareness on recognizing bias and the value of using preferred language and
content when discussing social determinants of health.
Ratings from the faculty evaluation on benefits gained from the presentation were; new
knowledge (91.7%), networking (8.3%), change in perception (58.3%), and change in attitude
(25%). The educational intervention provoked discussion on social determinants of health, bias,
equity, and inclusion in course content. Participants were able to identify bias in the course
content they brought along, something they had never noticed. Discussion on how to handle
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racial bias was brought up being that the university is found in a predominantly White
community and so are the faculty. The student researcher was able to provide insight being she
comes from a minority race and was also able to share personal experiences as a nursing student
and care provider.
A faculty survey on comfort and confidence level on social determinants of health
(SDOH) and Bias through REDCap, the Upstate Bias Checklist, and the APA Style Bias-free
Language Guidelines (American Psychological Association, n.d.) were the tools used for this
project (see Appendix C and D respectively). However, the results related to the impact of the
faculty development event on participants were gleaned from only the Faculty Survey on
comfort and confidence.
The original faculty survey was created by the Upstate Bias Checklist collaborative group
led by Dr. Amy Caruso Brown. The pre/post faculty survey was created by the medical school
faculty at the University of Kansas, who gave us permission to use it for this project. However,
in the process of working on the survey collaboratively, modifications were made to fit this
project that were different from the medical school application for which the survey was
originally intended. The modified survey included 14 categories rather than 21 categories and the
qualitative questions were also changed to fit the project. Several meetings were held from
January through March 2022 with faculty and student researchers from NMU, Rush, and KU to
discuss the aim of our project, the pre/post survey, the Upstate Bias checklist, and the faculty
development event intervention. During the meetings, the following changes were made to the
original survey to fit the objective of the project.
1. Maintain the first section of the survey, which was; academic experience.
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2. Kept the first question about "concern" and then a follow-up qualitative question;
"please explain any concerns you have related to addressing bias in teaching materials."
3. Added a qualitative "benefits question"; do you believe that there are benefits related to
addressing bias in teaching materials and follow it up with a qualitative question such as,
"Please explain any perceived benefits of addressing bias in teaching materials"
4. Took out anti-bias activities since they were not relevant in this survey.
5. It was proposed that we reduce the comfort and confidence sections to ONE variable
each. Comfort addressing bias and inequity in teaching/learning materials and confidence
in addressing bias and inequity in teaching/learning materials. This focuses the survey on
teaching/learning and reducing bias in teaching and in the curriculum.
6. Found that the knowledge and attitudes questions were highly skewed toward the
concept of racism and this is important, but it is not the sole focus of this work. It was
agreed on having the survey reflect a broad focus on not just racism but on all the social
determinants of health listed in Dr. Amy’s tool.
The survey was designed in a Likert scale format. The goal of the survey was to determine the
level of comfort and confidence level the participants had with the question using a 1-5 scale.
Upstate Bias Checklist
The Upstate Bias Checklist was designed by Dr. Amy Caruso Brown and she holds the
copyright to this tool. Permission was obtained to use this tool. (See Appendix 6). It is a free,
publicly available tool that anyone can use when developing or reviewing content for learners at
any level in the health profession. It is designed to avoid burdening learners with the
responsibility to call attention to biased material. This tool is not expressly intended to be
punitive toward educators, but instead, to promote self-reflection, faculty development, and
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quality improvement in education, while also preventing the harm that comes when biased
content reaches learners; which not only impacts our learners but also impacts our future
patients.
The checklist was created from a review of literature, synthesized with three years of
student evaluation data from SUNY Upstate, and is regularly revised to include new material.
The current checklist includes 14 domains identified as being at risk for bias or promotion of
shame, stereotype, or stigma. The 14 domains include; race and Ethnicity, Gender, Sexual
Orientation and Sexuality, Disability, Mental Health Including Substance Use, Weight,
Immigration Status, Poverty, Religion, Prisoners, and Interprofessional Communication; and two
types of content which are especially prone to bias: visual images and clinical vignettes.
APA Style Bias-free Language Guidelines
The guidelines for bias-free language contain both general guidelines for writing free of
bias across a range of topics and specific guidelines that address the individual characteristics of
age, disability, gender, participation in research, racial and ethnic identity, sexual orientation, and
socioeconomic status, and intersectionality. These guidelines and recommendations were crafted
by panels of experts on APA’s bias-free language committees, which are used in conjunction
with APA’s inclusive language guidelines.
The pre-survey was uploaded from the Rush REDcap system. On March 28, 2022, an
email was sent to 15 participants with a link to the survey and completed on April 6, 2022. An
educational intervention was provided to participants both in-person and virtually on April 8,
2022, by Dr. Amy Caruso presenting the Upstate Bias Checklist and the student researcher
presenting the definition of terms from the checklist and literature review on the project. There
were multiple interactive sessions, including multiple opportunities for discussion, work as a
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group to identify biased content in one example, and then work independently to identify biased
content in material participants brought with them and discuss findings. A post-survey was sent
out on the same day to all participants. On April 28, 2022, approximately 3 weeks following the
faculty development event, the survey was closed with 14 out of 15 participants completing the
post-intervention survey. Responses were recorded using the Likert-style scale indicated that “1”
meant the faculty was very uncomfortable/not confident at all with discussing SDOH or bias and
“5” indicated the faculty was very comfortable/very confident to address the variables. An
evaluation link was also provided to all participants to evaluate the professional development
event as required by the school of nursing.
Data Analysis
Data was analyzed using the permutation t-test, to determine whether or not the
educational intervention had an impact on faculty comfort and confidence in addressing bias and
inequity in course content. The permutation test works by simulating a number of datasets under
a null or no-effect assumption, instead of comparing our observed t-statistic to a t-distribution, a
simulated distribution of t-statistics from the data that was already created (J. Rich, personal
communication May 21, 2022).
The main difference in this analysis comes in through the permutation aspect of the ttests. For a typical t-test, a t-statistic is calculated and compared to a t-distribution assuming the
null hypothesis is true (generally there is no difference between groups) to determine if the
observed data are unusually created (J. Rich, personal communication May 21, 2022). What the
t-distribution represents is all the possible t-statistics that could be observed if this study was
repeatedly done, with there being no difference between the compliance rates. When we compare
our observed t-statistic to this t-distribution, the further our observed t-statistic is from zero, the
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more evidence we have against the null hypothesis of no difference between pre-and postimplementation of the educational intervention.
Additionally, t-statistics further away from zero provide evidence that we have an
association between the implementation of the interventional modules. For more extreme values
of the observed t-statistic, there will be more evidence against the null hypothesis that the true
mean of the differences (for any variable) is equal to zero.
The downfall to this run-of-the-mill approach though requires a number of assumptions,
namely normality of the measurements and equal variance between groups. In a small sample
size case, like the current data that is being used, assumptions cannot be assumed, especially
since the pre-implementation group has a variance of 0. If assumptions cannot be reasonably
deduced, using a t-test as described above it will essentially invalidate any inference made from
the test. Henceforth, the permutation proves to be useful.
The sampling was built (null distribution), by shuffling the observed rates between before
implementation and after implementation, then calculating the permutated t-statistic test. Openended response word data will be analyzed using a content analysis approach by Miles et
al. (2016). The de-identified data were stored in a secured file cabinet or on a passwordprotected laptop and flash drive. A power analysis was not performed due to the nature of this
project.
In conclusion, this chapter provided the methodology of this project by clearly stating the
purpose of this DNP project, the institutional review board approval process, the sample used
and how it was collected, the procedure of the project, measures taken, and a preview of the data
analysis that will be used. A detailed report on the data analysis and the results will be discussed
in the next chapter.
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Chapter 4
Results
The results section outlines statistical results, interpretations, and any graphics or data
summaries. There will be a discussion on the data and methods used, results on demographic
variables, results on comfort and confidence levels of faculty, clinical implication on practice,
strength and limitations, and recommendation for future studies.
In this analysis, the results of a faculty survey on a range of social determinants of health
from a bias and inequity perspective were evaluated along with demographics questions.
Participants were asked to rate their comfort and confidence in addressing these topics in their
course content. A permutation t-test was used to compare aggregate scores on the five-point
Likert scale questions for each attribute to identify if self-perceived faculty comfort and
confidence increased between the two surveys. The overall research question for this project is
will implement faculty development modules on implicit bias and tools to identify and address
bias increase comfort and confidence in addressing social determinants of health and bias in
educational content?
The project is divided into three sections to streamline this analysis. The data & methods
section gives a treatment of the data and an overview of any statistical methods used along with
justification for methods applied, finishing with citations for software used. An overview of the
scope of inference for the study and a brief conclusion section to round out the analysis.
Data & Methods
The faculty survey was administered to 16 participants, comprised of faculty teaching in
nursing and focused programs. One participant did not supply responses to many of the
questions, did not complete a second survey and was excluded from this analysis leaving 15 total
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respondents for the descriptive statistics portions. Of the 15 respondents, 14 completed both preand post-intervention surveys. It will be the observations we will use for the statistical analysis of
faculty comfort and confidence in addressing bias and inequity. Each variable will be addressed
in its subsection in the results section.
One important note with the data is that we are aggregating the response to the questions
for the hypothesis tests for the faculty’s comfort and confidence levels. Responses to the survey
questions were rated on a Likert scale of one (1)-five (5), with 1 representing “very
uncomfortable” and 5 representing “very comfortable.” In aggregating the responses to the
comfort and confidence questions, we are assuming that all of these questions measure a hidden
or latent variable: the respondents’ overall comfort or confidence in addressing the selected
topics in their course content (from a bias and inequity perspective). The advantage here is that it
not only directly addresses the research question; but also avoids conducting over two dozen
individual hypothesis tests for each question - which would come with its own tradeoffs.
Methods
The two hypothesis tests done in this analysis will be a permutation t-test. A t-test has
been used to compare the mean differences in aggregate survey scores for the comfort and
confidence level in addressing bias and inequity questions between the pre and post-surveys. In
terms of hypotheses, we will be hypothesizing for the null (no effect hypothesis) that the
difference in true means is zero (0). That is, there is no association between comfort and
confidence aggregate scores and implementation of faculty development modules. The
alternative hypotheses for this analysis are that the difference in true means is not equal to zero
(0) - unless the original research questions specify a direction for the difference, we tend to stay
with a two-sided test.
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The main difference in this analysis comes through the permutation aspect of the t-tests.
For a run-of-the-mill t-test, we calculate a t-statistic. We then compare that to a t-distribution
assuming the null hypothesis is true (generally that there is no difference between groups) to
determine if our observed data are unusual. If there is no association between mean aggregate
scores and implementation of the faculty development modules, then it would be expected to see
no difference of the means – zero (0) would be the most common t-statistic. When comparing the
observed t-statistic to this t-distribution, the further our observed t-statistic is from zero (0), the
more evidence we have against the null hypothesis of no difference between pre-and postimplementation of the faculty development modules. Additionally, t-statistics further away from
zero provide evidence that we have an association between the implementation of the faculty
development modules and aggregate survey scores.
For more extreme values of the observed t-statistic, we will have more evidence against
the null hypothesis that the true mean of the differences (for any variable) is equal to zero (0).
However, the downfall of this run-of-the-mill approach requires several assumptions, namely
normality of the measurements and equal variance between groups. With a small sample size, we
cannot take either of these assumptions, especially since the pre-implementation group has a
variance of zero (0). If we cannot reasonably assume these assumptions, using a t-test as
described above will invalidate any inference from the test.
Instead of comparing our observed t-statistic to a t-distribution, we can create a
simulated distribution of t-statistics from the data we already have. To make this a simulated
sampling distribution, we considered the null hypothesis to mean; that there is no association
between the implementation of the faculty development modules and aggregate survey scores.
Therefore, the true mean aggregate score between pre-and post-implementation is zero (0). If
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there is no association between the aggregate scores and implementation of the modules, then the
pre-and post-implementation aggregate scores could have been observed as they were or in any
order. Under the null hypothesis then, we can treat the order of the observations (pre or post) as
random and this is the idea we exploit to create this non-parametric hypothesis test. To build the
sampling (null) distribution, we shuffle the observed scores between the before and after
implementation groups and then calculate the permuted t- statistic.
The advantage to this approach is that the only assumption we need to have is that the
subjects are independent of one another, which will be the case in an ordinary case as well;
because working with the differences of the pre and post, repeated measurements of each
participant have to be accounted for. It is no longer required to deal with the normality or equal
variance assumptions as this is a non-parametric test.
Demographic Information
In this area, data from all 16 participants for the demographics data will be used but then
restrict the sample for the hypothesis tests to the participants with complete data.
Age, Gender, and Race
For the three demographic questions on age, gender and race; age is the only variable with a
difference while gender and race are identical for all participants (females of White decent).
With age, we have that the median participant age is 56, with 75% of participants at least 42
years of age or older.
Table 1
Age of Participants in Years
Total Count (N)

Min

1st Quartile

Median

Mean

3rd Quartile

Max

15

32

42

56

50.27

62.6

64
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Degrees Held
The counts of degrees for each type is listed in the table below. As participants could
select more than one degree, we have more degrees than participants. The most common degree
is a Master of Science in Nursing, with DNP degrees following closely.
Teaching Program and Program Component
The data of the teaching program is similar to gender and race, as there is essentially no
variability at all. Still, one (1) participant teaches in a nursing program (15 participants) and one
chose another. For the program component that they teach, all but two participants teach both
program components with the remaining two teachings just the clinical component. Two
participants did change their choices between pre-and post-intervention in those cases, they were
counted as teaching both as that was the most inclusive of the program component choices that
they selected.
Teaching Level
The teaching level most taught by the participants is bachelor’s, with masters and
doctoral being much less frequently taught by the study participants. Most participants only teach
at the bachelor’s level, with two participants teaching at the doctoral level at the highest and one
that teaches at the master’s level (at the highest). Participants that teach at the master's and
doctoral levels, also teach at the bachelor's level as well.
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Table 2 Demographic Data
Categories

Total Count

Percentage of Sample

Bachelors

15

100%

Masters

3

20%

Doctoral

2

13%

Both

13

87%

Clinical

2

13.%

Didactic

0

0%

DNP

7

47%

MS Nursing

10

67%

Masters

2

13.3%

MPH-DPH

1

6.7%

PhD Clinical

1

6.7%

PhD Humanities Social

1

6.7%

Participant Teaching Level

Program Component

Participants Degree Count

Comfort in Addressing Social Determinants of Health
The next two boxplots characterize the distributions of each of the three categories of comfort
scores - pre-and post-intervention survey scores, and the individual differences in scores for each
person.
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Figure 2

In comparing the aggregate scores of the comfort level question set, we are testing if the
true mean of the differences is greater than 0. This gives the following hypotheses:
Null hypothesis: The true mean of the differences in aggregate comfort scores before and after
implementation of the faculty development modules is equal to zero (H0 : µdifferences = 0).
Alternate hypothesis: The true mean of the differences in aggregate comfort scores before and
after implementation of the faculty development modules is greater than zero (HA : µdifferences
> 0).
Running the t-test gives a t-statistic of 2.54, with a p-value of 0.0054. Given the small pvalue, we can conclude that we have strong evidence to reject the null hypothesis that the true
mean of the differences in aggregate comfort scores (Post-score - Pre-score) is equal to zero.
Phrased in terms of the alternative hypothesis, we have strong evidence to claim that the true
mean of the differences in aggregate comfort scores is greater than zero. Based on this test then,
we have the evidence to support the claim that the implementation of the faculty development
module is associated with an increase in the participant’s comfort level in addressing bias,
equity, and SDOH in their teaching.
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Confidence in Addressing Social Determinants of Health
The same approach was used to analyze the participants’ confidence level in addressing
the selected SDOH the same way we did with comfort level; by viewing a histogram of the
differences in aggregate scores (Postscore - Prescore). Again, the results reflect an increase in the
confidence level of participants in the difference in aggregate score after the implementation of
the faculty event.
The next two boxplots characterize the distributions of each of the three categories of
confidence scores - pre-scores, post-scores, and the individual differences in scores for each
person.
Figure 3

In comparing the aggregate scores of the confidence level question set, the true mean of
the differences will be tested to see if it is greater than 0 again. This gives the following
hypotheses:
Null hypothesis: The true mean of the differences in aggregate confidence scores before and after
implementation of the faculty development modules is equal to zero (H0: µdifferences = 0).
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Alternate hypothesis: The true mean of the differences in aggregate confidence scores before and
after implementation of the faculty development modules is greater than zero (HA: µdifferences
> 0).
Running the t-test gives a t-statistic of 3.23, with a p-value of 0.0046. Given the small pvalue, we can conclude that we have strong evidence to reject the null hypothesis that the true
mean of the differences in aggregate confidence scores (Post-score - Pre-score) is equal to zero.
According to the alternative hypothesis, we have strong evidence to claim that the true mean of
the differences in aggregate confidence scores is greater than zero (0). Based on this test, we
have the evidence to support the claim that the implementation of the faculty development
module is associated with an increase in the participant’s confidence level in addressing bias and
inequity in the social determinants of health in their teaching.
Qualitative Results
The results did show an overall interest by faculty in identifying and addressing bias in
course content. There were 93% responses with being interested in learning more about how to
evaluate and remove bias and biased content from their courses, and a 6.7% being neutral. About
75 percent mentioned that after going through the Upstate bias checklist; they were able to
identify images and content in their PowerPoint slides that were biased which they were open to
change in their course content.
Discussion
Despite increased attention to implicit bias in medical education, approaches to
instruction are varied and often limited in scope; attempts to meet accreditation standards have
resulted in curricula often based on opinion, rather than research, thereby lacking appropriate
theoretical frameworks and grounding in available evidence (Sukhera et al. 2020).
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Raising awareness of social determinants of health and implicit bias in nursing course
content is not only important for faculty, but also for the students which further impacts the
health outcome of patients. The classroom is a safe learning environment that provides a place
for teaching and learning about emotionally charged topics such as implicit bias (Gonzalez,
2021). In this case, there is a need for students and faculty to work together to create a learning
environment where there is safety to grow and learn.
This project did raise awareness of social determinants of health and implicit bias within
the course content and provided the faculty with the tool (Upstate Bias Checklist) to help identify
bias content within their teaching materials. Based on the results of the permutation t-tests for
both the aggregate comfort and confidence scores, we have strong evidence that the
implementation of faculty development modules is associated with an increase in comfort and
confidence scores on this survey. This further implies an increase in faculty comfort and
confidence in addressing these topics in their courses.
Considering that this project was carried out in a Midwestern university where there’s
very little diversity, our participants were all females of White decent. We could only get the
perspective of this group of people; it will be interesting to discover what the response or results
will be in a more diverse population.
Results from the post-evaluation revealed that participants of the project did agree that
identifying and removing implicit bias within course content was something relevant and
important. This is the beginning of other discussions down the road on these topics if we must
make an impact on the health outcomes of our patients.
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Clinical Implication for Practice
The DNP project is an evidence-based type project where evidence is moved to the
practice setting, implemented, and then outcome data are collected; which makes it similar to a
quality improvement type project. In the case of this project, our goal was to raise awareness and
evaluate how comfortable or confident are nursing faculty willing to discuss, and identify
implicit bias and social determinants of health within course content. The results of the project
did reveal that with the intervention of modules on addressing implicit bias and social
determinants of health, the comfort and confidence level of the participating faculty did increase.
It takes someone being comfortable and confident to address such sensitive topics to be willing
to address them.
During the professional development event; awareness was raised that led to participants
freely discussing their unawareness and the desire to learn more so as to bring about a change in
this area. Responses from the evaluation revealed that some participants were willing to
implement the information provided in the modules in their course work so as to provide biasfree content to their students. A foundation has been laid, and continued work is required to
make necessary improvements in curricular bias and implicit associations that may impact
student learning and patient care.
Based on the positive difference in results of the pre and post survey; this DNP project
will influence patient outcomes by allowing students and faculty to work with data and patients
in an unbiased manner, with recognition of the impact that social determinants of health have on
wellbeing, leading to individualized care for optimum outcomes. Bias-free content in healthcare
education allows students to evaluate patients free from labels, ultimately impacting patient
outcomes as labeling is no longer a replacement for genetic analysis or class, culture, or physical
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assessment. Healthcare professionals also stand a chance to benefit from this project as they
work with people from different racial, economic/social, and educational backgrounds. Having a
self-evaluation on bias, will create an awareness on the subject matter which will further help
them care for their patients free of bias. Providing equal care for patients should be a top priority
for every healthcare professional, which will require care free from any form of bias.
Recommendation for Future Practice
Even though this project was focused primarily on nursing faculty and their course
content, we think that getting the students involved will be relevant. Addressing implicit bias and
SDOH in a classroom will require the opinion of the students too. Encouraging students to join
in the process of removing bias from course content will create a joint effort and growth, with the
intent to foster community growth and belonging for all. Future research could include
measuring perceived bias in courses that have implemented the Upstate Bias Checklist compared
to those that have not.
Additionally, we suggest the project doesn’t only focus on the nursing program but also
on other colleges within the university, because implicit bias is an important topic to be
addressed in a world that is becoming more diverse by the day. This project demonstrated that
comfort and confidence in addressing bias in coursework can improve with the use of education
and implementation of the Upstate Bia Checklist. Implementation of similar faculty development
events across the campus has the potential to improve implicit bias awareness and decrease
biased content in coursework in disciplines beyond nursing.
Strength and Limitation
There are both strengths and limitations associated with this DNP project. One of the
major strengths of this project was the fact that the Upstate Bias Checklist was used which is a
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tool that has proven reliable and valid, developed by Dr. Amy Caruso Brown at SUNY Upstate
Medical University. Secondly, this project was able to target one of the major goals for the
school of nursing which was to provide a DEI opportunity for learning because the new nursing
essentials required include diversity, equity, and inclusion requirements for nursing schools.
Thirdly, the DNP project requires the project to consist of ten (10) participants and this project
had 15 participants. Most importantly, the results of this project were significant meaning our
hypothesis was positive.
The project also had limitations. Primarily, implicit bias is a sensitive topic that most
people may not be ready to openly discuss or ready to address. Another limitation is coming to
terms that we do have a bias because it is possible to be biased without knowing. Having a
convenience sample of those interested in implicit bias attend the professional development
event, would automatically exclude those who are not interested to be part of the survey.
Additionally, our sample group was homogenous. All participants were females of white
descent. Therefore, the data response is limited to a particular race and gender and so the results
are based on just a particular group of people.
Conclusion
This DNP project focused on evaluating the comfort and confidence levels of nursing
faculty at a Midwestern university on identifying and addressing contents of SDOH and implicit
bias and equity within their course content through the use of the Upstate Bias Checklist tool.
Through a pre and post-survey, we were able to establish an association that with the
intervention of the Bias Checklist tool, there was an increase in the comfort and confidence level
of the faculty participants.
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Recently, there has been a push for inclusion and diversity in schools and workplace like
never before. The healthcare sector is not an exception; where the care provided for each patient
should not be determined by their race, gender, sexuality, nationality, social status, or academic
level. To make sure patients receive care free of bias starts in the classroom with content taught
is free of bias. On June 1, 2022; all professions licensed or registered under the Michigan Public
Health Code, except for Veterinary Medicine, are required to take Implicit Bias Training. Unlike
the human trafficking training requirement, this is not a “one-time” training. Implicit Bias
training will be required every time a license is renewed. Addressing implicit bias has come to
stay and we have work to do.
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Appendix A
Rush 118 Application Form
Implicit and explicit bias in healthcare has been linked to inequitable delivery of care and
poor patient outcomes (Fitzgerald & Hurst, 2017; Hoffman, 2016). Discriminatory practices
among healthcare professionals contribute to disparities in access to healthcare, treatment, and
higher rates of chronic conditions among groups that have been historically marginalized
(Humphrey et al., 2020). Bias is found throughout healthcare but is of specific concern when
dealing with issues of race, gender, ethnicity, weight, mental health, as well as other
characteristics (Caruso-Brown et al., 2019). The link between multiple demographic
characteristics, complex social factors, and health have long been recognized. However, more
recently, addressing these social factors and the health inequities that result has become a core
goal of nursing research, education, and practice (National Academies of Science, Engineering,
and Medicine, 2021).
Strategies to eliminate bias and discrimination in healthcare ranges from antibias trainings to
changing institutional policies and practices. The J. Macy, Jr Foundation supports methods to
address bias in clinical and classroom environments to prepare students to care for patients and
work in teams with colleagues who are different from them (Humphrey et al., 2020). Educating
healthcare providers to recognize and address their own implicit biases has the potential to
improve bias awareness resulting in better patient outcomes (Sabin et al., 2022). However, bias is
threaded through course content and healthcare curricula, and, as a result, students unwittingly
pick up biased information and perspectives that support inequality in patient care (Joseph et al.,
2021). In nursing, specifically, The American Association of Colleges of Nursing (AACN, 2021)
has outlined competencies for nursing education and has included the need to address bias and
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barriers that have an impact on socially determined health factors, health inequality and the
resulting population health outcomes.
In order to educate a practitioner that is able to address and explore issues related to
inequality and bias, biased content in healthcare education must be addressed. In general, there is
a gap in knowledge related to understanding confidence and comfort level of faculty related to
addressing bias in curricular content, in conversations with peers, and in the delivery of course
material to students. Additionally, little is known about how prepared faculty are to evaluate
biased content in their own courses and adjust this content to reflect diversity, equity, and
inclusion goals.
Specific Aims
The specific aims of this project are:
1. To compare faculty perceived confidence and comfort related to addressing bias and
inequity in course content before and after an interactive educational intervention.
Goals
The primary goals of this project are to determine whether faculty education and training
on addressing bias and inequity in course content improves comfort and confidence. The
overarching goal is to use this work to guide a future intervention involving the broader nursing
faculty and reducing the amount of bias and inequity in the courses in the Colleges of Nursing.
This is imperative for educating practitioners who can provide non-biased and equitable care.
Methods and Design
This pilot work will be carried out using a pretest posttest experimental design.
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Sampling and Data Collection
A convenience sample of the RUSH College of Nursing Resource Team (n=13) and
Northern Michigan University Faculty (n=15) will serve as the subjects for this work.
Step 1: Faculty will complete a Redcap survey that aims to gather data on faculty perceptions of
confidence and comfort level addressing bias and inequity in course content. Additional
questions will include faculty perceptions of bias and inequity content in healthcare education as
well as their desire to receive additional information/training on these topics (Appendix 1).
Step 2: An interactive educational intervention consisting of the following modules:
•

Module 1: A presentation on implicit bias in healthcare education and introduction to the
Upstate Bias Checklist by Dr. Amy Caruso Brown.

•

Module 2: A presentation on terminology related to social determinants of health and
bias, and highlights of current research on patient populations impacted by bias in
healthcare.

•

Module 3: An interactive evaluation of a case study for biased content by applying the
Upstate Bias Checklist.

•

Module 4: An independent evaluation of faculty’s own coursework for biased content by
applying the Upstate Bias Checklist, with subsequent discussion of findings.

Step 3: Faculty will be asked to complete the survey again following the educational
intervention.
Data Analysis
Data will be analyzed using Stata 15. Comparative data analyses will be run to determine
whether or not the educational intervention had an impact on faculty comfort and confidence
addressing bias and inequity in course content.
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Open-ended response word data will be analyzed using a content analysis approach by Miles et
al. (2016).
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Appendix B
Updated Faculty Survey
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Appendix C
Upstate Bias Checklist Tool
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Appendix D
APA style bias free language guideline
Chapter 5 APA Style Guidelines, 7th Edition
Bias-Free Language
You can google and click on the link, or type into your browser: https://apastyle.apa.org/stylegrammar-guidelines/bias-free-language
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